
UGR

while there was an easily identified central mass of neoplasm,
small fingers with diameters of five to ten cells were fre-
quently identified, extending submucosally into surrounding
and adjacent tissues for distances ofup to 3 cm. Using MOHS
as a technique of examining margins, tumor was found
present 1 cm away from clinically evident disease in two
thirds of the patients. Once identified, these small fingers or
dendrites of tumor were easily traced and resected with addi-
tional directed excisions and microscopic examinations. The
implications of this work are that by using this technique we
should be able to better control local disease and therefore
improve cure rates for head and neck epidermoid cancers.
Additionally, there is implication that this technique may be
useful in improving the local control rate for all neoplasms in
which local control is a factor in morbidity and mortality.

TERENCE M. DAVIDSON, MD
San Diego
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Computed Tomography in Head and Neck
Surgery
DURING THE PAST several years computed tomographic (CT)
imaging ofthe head and neck has proved to be ofgreat value to
head and neck surgeons. Deep neck infections can be more
accurately evaluated by delineating the presence of an ab-
scess, its location and involvement of important surrounding
structures. This helps a clinician to more accurately plan the
surgical approach. CT may eliminate the need for an opera-
tion when jugular vein thrombosis, inflammatory lymphade-
nopathy or cellulitis is found.

When a mass lesion is present, CT may not only confirm
the diagnosis but define deep tissue extent, facilitating sur-
gical removal. It can also change the surgical approach by
differentiating a cystic mass originating in the neck such as a
branchial cleft cyst versus a cystic mass originating in the
parotid gland. In some cases, this may be difficult to deter-
mine by clinical examination alone. It is considered to be the
best single imaging examination in a patient with a lateral
neck mass that is suggestive ofbranchial cleft cyst. Ifthe mass
is within the parotid gland, extension of the tumor into the
deep lobe or into the parapharyngeal space can be found. This
information may be crucial when selecting a surgical route.

Additional help in assessing benign disease may be ob-
tained by differentiating congenital lesions such as cystic hy-
groma from branchial cleft cysts, paramedian thyroglossal
duct cysts or an external laryngocele. Other deep neck neo-
plasms such as parapharyngeal space adenomas of salivary
gland origin, benign neural tumors or vascular paragan-
gliomas can also be diagnosed preoperatively because oftheir
location, density or other specific characteristics.

In the initial evaluation of malignant disease, staging and
treatment of the primary tumor and metastatic disease in the
neck are aided by assessing the actual extent ofthe disease and
its involvement of important surrounding structures. Fol-
low-up examination of tumor response to therapy, diagnosis
of tumor recurrence in the treated neck and the search for an
unknown primary are all significantly enhanced by CT. In our

experience, CT has been of particular help in patients who
have a large primary tumor and a clinically normal neck. CT
imaging has, therefore, become an integral part of the preop-
erative evaluation in head and neck operations.

MICHAEL H. STEVENS, MD
H. RIC HARNSBERGER, MD
Salt Lake City
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Endoscopic Sinus Operations
A RADICALLY DIFFERENT approach to the treatment of
chronic or recurrent sinusitis has recently been introduced in
the United States. The technique is not new, however, having
been in use in Europe for ten years. The cornerstone of the
theory behind this approach is that in chronic or recurrent
sinusitis the problem is the anterior ethmoid sinuses. In pa-
tients with chronic or recurrent sinusitis, both diagnostic and
therapeutic efforts are directed to this area. In severe cases,
routine evaluation will show obvious sinus disease.

In patients with the appropriate history but unimpressive
findings, however, further evaluation is indicated. This in-
volves meticulous evaluation of the nasal cavity, especially
the middle meatus, with sinus endoscopes, looking for puru-
lent exudate, polyps or other abnormalities. In addition, com-
puted tomographic scanning of the sinus is indicated. This is
best done in the coronal plane, with the windows set as they
are for lung parenchyma. The key abnormality is mucosal
thickening in the anterior ethmoids.

Once disease in the anterior ethmoids is established,
therapy is directed to that area. The key concept is a mini-
malist approach. In the operating room, under local or gen-
eral anesthesia, an anterior ethmoidectomy is carried out
under direct vision using the sinus endoscopes. The ethmoid
bulla and infundibulum are opened into the middle meatus. If
the remainder of the disease is reversible, nothing further is
done. Beyond this point, only irreversibly diseased tissue is
removed.

Over the next several weeks, the operative site will heal
and the sinuses will re-aerate. During the healing period,
frequent cleaning of the operative site is essential to prevent
crusting or scarring from impeding drainage.

My experience over the past year validates this concept. A
word of caution. Because visualization is so good with the
endoscopes, it is easy to go farther than planned. Remember
that the eye and the brain are close.

DALE H. RICE, MD
Los Angeles

REFERENCES

Kennedy DW: Functional endoscopic sinus surgery: Technique. Arch Otolar-
yngol 1985 Oct; 11 1:643-649

Kennedy DW, Zinreich SI, Rosenbaum AE, et al: Functional endoscopic sinus
surgery-Theory and diagnosis. Arch Otolaryngol 1985 Sep; 11 1:576-582

Stammberger H, Jakse R, Beaufort F: Aspergillosis of the paranasal sinuses:
X-ray diagnosis, histopathology, and clinical aspects. Ann Otol Rhinol Laryngol
1984 May-Jun; 93:251-256

Stammberger H: Endoscopic surgery for mycotic and chronic recurring sinusitis.
Ann Otol Rhinol Laryngol 1985; 94(suppl 1 19): 1-11

Wigand ME, Steiner W, Jaumann MP: Endonasal sinus surgery with endoscop-
ical control: From medical operation to rehabilitation of the mucosa. Endoscopy
1978; 10:255-260

220 EPITOMES-OTOLARYNGOLOGY/HEAD AND NECK SURGERY


